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End-of-Life Decisions and Conversations: A Reflective Journey and Review of the Literature 
Abstract 
Nurses spend the most time at the bedside and need to have the knowledge, skills, and comfort 
level to take care of patients at the end of their lives. The purpose of this project was to look at 
factors affecting nurses’ comfort with end-of-life conversations through literature review, and to 
increase my own comfort level with end-of-life conversations through reflection. This paper 
covers two parts: one of my literature review to look at nurses’ level of comfort with end-of-life 
conversations, and one of my own experience and reflection. During the first half of the year, I 
completed role plays on end-of-life conversations with myself in the role of the nurse, and then, 
finding a knowledge deficit, I searched the literature on advance directive information and end-
of-life decisions in order to increase my knowledge base. In the second half of the year, I 
completed the ELNEC (End-of-Life Nursing Education Consortium, 2018) modules to increase 
my knowledge further, completed the second set of end-of-life role plays, and performed the 
literature review on factors that affect nurses’ comfort with end-of-life conversations. At the end, 
I reflected on how increasing my knowledge and experience with end-of-life conversations 
through role plays and literature reviews affected my own comfort level. 
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Problem: 
End-of-life care is an essential part of nursing, and an important part of patient care, as death is a 
part of life. Nurses need to have the skills and knowledge to have conversations with patients 
about what they want for their care at the end of their lives; however, many nurses find having 
these conversations difficult (Gillett, O'Neill, & Bloomfield, 2016). 
 
Purpose:  
The purposes of this project were to examine the factors affecting nurses’ comfort with end-of-
life conversations, and to examine and increase my own comfort level with end-of-life 
conversations. 
 
Methods: 
In order to examine and increase my own comfort and knowledge of end-of-life decisions, I 
completed pre- and post-test scales (see Appendix A) on my comfort with death and engaged in 
three end-of-life conversation role plays during the first semester, and three during the second 
semester (Appendix B). Between the two sets of role plays, I increased my knowledge by 
conducting a literature review on common topics in end-of-life decisions (see Appendix C). I 
also completed and reflected on the Student ELNEC modules (End of Life Nursing Education 
Consortium, 2018) to further increase my knowledge on end-of-life conversations (see Appendix 
D). In order to examine factors affecting nurses’ comfort with end-of-life conversations, I first 
met with the reference librarian to find the search terms on CINAHL, PsycInfo, and PubMed for 
studies on nurses’ comfort with end-of-life conversations. I reviewed the literature and 
summarized 15 articles in my review on nurses’ comfort (see Appendix E). 
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Findings:  
Factors for Nurses’ Comfort and Personal Barriers with End-of-Life Conversations 
Introduction 
 Nurses have a large role in end-of-life care with patients, as they spend the most time at 
the bedside. It is important to address the patients’ concerns about palliative and end-of-life care 
as soon as possible and to listen closely to the patient (End of Life Nursing Education 
Consortium, 2018). The conversations about end-of-life care, however, are not easy for many 
nurses since they can feel uncomfortable directly discussing these topics (Gillett et al., 2016). I 
searched the literature using CINAHL, PsycInfo, and PubMed databases for factors that affect 
this comfort level nurses have with end-of-life conversations. Through my search, I found six 
main factors affecting nurses’ comfort, including experience, coping with grief and emotions, 
knowledge, family/patient barriers, communications skills, and attitude towards death. 
Experience 
One of the most mentioned factors in the literature on nurses’ comfort with end-of-life 
conversations was experience, both as a nurse as well as taking care of patients near the end of 
their lives. In a phenomenological study that interviewed twelve new graduate nurses on using 
end-of-life care concepts, the new nurses said the real learning was in practice (Barrere & 
Durkin, 2014). They covered the ELNEC curriculum in undergraduate work (End of Life 
Nursing Education Consortium, 2018), but they did not know how to use it until they actually 
had experiences with end-of-life care in practice, with their first experiences being the most 
memorable (Barrere & Durkin, 2014). After getting more experience in practice, these nurses felt 
more competent and comfortable in this aspect of their jobs, meaning experience significantly 
influences comfort level. 
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In a qualitative study with focus groups of medical and nursing students, they discussed 
how not getting enough experience with end-of-life communication was the biggest extrinsic 
barrier (Gillett et al., 2016), meaning they could be more comfortable in practice if they were 
given more experience while still learning. In a study on emotions of Swedish nursing students in 
end-of-life care, some said they were comfortable with giving end-of-life care, and some were 
not (Strang et al., 2014). Some of the students who were not comfortable mentioned that they felt 
inexperienced in how to have an end-of-life conversation with a patient (Strang et al., 2014), so 
experience was an important factor for the comfort of these nursing students. In another Swedish 
study, nurses were divided up to talk about conversations with patients close to death (Strang, 
Henoch, Danielson, Browall, & Melin‐Johansson, 2014). The newer nurses felt the most 
vulnerable in having this conversation (Strang et al., 2014), so experience was a significant part 
of how comfortable each nurse felt. Through a cross-sectional, mixed methods study in an 
academic medical center, it was found based on surveys that nurses with older age, more clinical 
experience, and more continuing education felt more comfortable caring for dying patients 
(Powazki et al., 2014). This supports that nursing experience is an influencing factor in comfort 
with care of the dying. 
In a qualitative-descriptive study, fourteen pediatric oncology nurses with less than one 
year of experience described still feeling like they needed experienced mentors to help them in 
end-of-life communication (Hendricks-Ferguson et al., 2015), meaning they thought of 
experience as helping with those conversations. Another qualitative study with data from 
pediatric oncology nurses with more than five years of experience found that these nurses were 
equipped to participate in end-of-life care conversations with patients because of their experience 
(Montgomery, Sawin, & Hendricks-Ferguson, 2017). They had time to develop their knowledge 
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and skills sets, thereby making experience one of the most influential factors in how comfortable 
nurses are with end-of-life conversations. 
Coping with Grief and Emotions 
 Coping with grief and emotions while taking care of a dying patient is another factor in 
the level of comfort with end-of-life care for nurses. In the Braganza literature review, one of the 
barriers on speaking about death and dying was grief, so nurses need to have support behind 
them in caring for dying patients (Braganza, 2014). Some barriers the students discussed in the 
Gillett study were not knowing how to deal with emotional responses and being concerned with 
their ability to cope with distressing experiences (Gillett et al., 2016). Being unsure about 
emotions and coping ability negatively impacted the students’ comfort level with patient 
discussions on death and dying. The Strang study discussed that of the nursing students who did 
not feel comfortable, many of them said that being sad about a patient’s death was a barrier 
(Strang et al., 2014), as well as the other Strang study that detailed how nurses said end-of-life 
conversations could be emotionally burdensome, causing some nurses to feel more 
uncomfortable discussing the topic (Strang et al., 2014). In the Powazki article, even more 
experienced nurses said they felt uncomfortable in dealing with their own grief (Powazki, 2014), 
as well as in the Montgomery article where experienced nurses said they needed assistance in 
dealing with their grief (Montgomery et al., 2017). The issue of nurses dealing with emotions 
and grief needs to be addressed so that nurses have support and assistance in learning to cope, 
thereby increasing their comfort levels as well. 
Knowledge 
 Another factor in the literature on nurses’ comfort was overall knowledge, both on what 
to say and how to act, as well as concrete knowledge on death and palliative care policies. A 
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literature review conducted to look at the challenges, barriers, support, and guidelines on end of 
life decisions in the ICU found that one of the barriers was a lack of education and training for 
nurses on giving palliative care, leading to a lower comfort level (Crowe, 2017). When 
knowledge on palliative care is addressed with continuing education and training, comfort levels 
may then be increased. In a qualitative study on preparing new graduate nurses on end-of-life 
issues, it was found that end-of-life education is not addressed enough in the undergraduate 
curriculum, so new graduate nurses do not feel like they have enough knowledge to be prepared 
for end-of-life conversations (Croxon, Deravin, & Anderson, 2018). In the Barrere study, the 
new graduate nurses also said the most difficult part of integrating end-of-life concepts was 
having the knowledge of what to say to patients and families (Barrere & Durkin, 2014). The 
Gillett study found the same result with the nursing and medical students, with the consensus that 
they did not always know what to say during end-of-conversations (Gillett et al., 2016), as well 
as in the Strang study on Swedish nursing students, who also said they lacked complete 
knowledge of what to say for the ones who were not fully comfortable (Strang et al., 2014). 
Based on these results, it is imperative that this knowledge deficit be addressed, especially for 
newer nurses. If this knowledge deficit were addressed in training, nurses could be more 
comfortable. 
Family/Patient Barriers and Ethical Dilemmas 
Family and patient barriers, such as perceived anger or arguments from the family, 
differing cultures or languages, and the family or patient not understanding the content, as well 
as ethical dilemmas, such as differing opinions or not enough information given, can all affect 
how comfortable a nurse is in speaking about death with the patient or family. In one study done 
in a children’s hospital looking at code status knowledge and comfort discussing code status with 
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patients, they found that nurses think families are not as receptive to this conversation as 
physicians think, and physicians generally have higher comfort levels than nurses in discussing 
this with patients (Kruse, Batten, Constantine, Kache, & Magnus, 2017). This indicates that if a 
nurse thinks a family will not be receptive to the conversation, then they may not feel as 
comfortable (Kruse et al., 2017). Family communication barriers were mentioned as a factor in 
comfort level in a systematic review (Braganza, 2014), and in a study in Malaysia that was 
conducted to look at nurses’ perception of barriers and facilitators during end-of-life care, the 
barrier with the highest mean score was patient and family-related barriers (Daw Hussin, Li Ping, 
Mei Chan, & Subramanian, 2018). In a content analysis of surveys completed by oncology 
nurses, the ethical dilemmas of truth-telling (with nurse uncertainty, physician barriers, informed 
consent, and taking away hope), conflicting obligations (with family, culture, and language 
differences), and futility (with quality of life considerations) affected how nurses gave palliative 
care to their patients (McLennon, Uhrich, Lasiter, Chamness, & Helft, 2013). This means if there 
are any ethical or family concerns in end-of-life care with a patient, the nurse may feel more 
uncomfortable speaking about dying with the patient and family. 
Communication Skills 
 Communication skills are an important part of good patient care at the end of life, so the 
nurse’s confidence in using them can affect comfort level. A qualitative study on barriers with 
end-of-life care concluded that nurses need to have more communication training in how to have 
these conversations with patients since communication skills are important, and they can help 
nurses be more comfortable with their roles in end-of-life care (Banerjee et al., 2016). In a 
literature review, family communication and the knowledge of the best ways to communicate 
were identified as barriers in caring for dying patients when nurses are not adequately trained 
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(Braganza, 2014). In the Hendricks-Ferguson article, the new nurses described feeling like they 
lacked adequate communication skills in initiating end-of-life conversations, leading to 
discomfort in discussing the topic (Hendricks-Ferguson et al., 2015). If communication skills are 
specifically addressed in training for nurses, then comfort levels with end-of-life conversations 
may increase. 
Attitude Towards Death 
 Nurses’ attitudes towards the subject of death, as well as of their own eventual deaths, 
can also affect their comfort levels in discussing death with patients. The Liping study in China 
found that nurses’ attitudes towards death and towards caring for dying patients are associated 
with each other, so personal attitudes towards death and religious/cultural considerations need to 
be taken into account when looking at how comfortable a nurse is in discussing death with a 
patient (Liping, 2018). In the Braganza literature review, attitudes about death through past 
experiences were found to affect pediatric nurses’ attitudes in speaking about death and dying to 
patients (Braganza, 2014). In the Strang study with Swedish nursing students, some students 
described a fear of their own deaths that made them uncomfortable caring for a dying patient 
(Strang et al., 2014). When looking at nurses’ comfort with these conversations, their own 
attitudes, or fear, of death need to be addressed, as they can affect comfort levels in end-of-life 
care. 
Conclusion 
 Experience, coping with grief and emotions, knowledge, family/patient barriers, 
communications skills, and attitude towards death are all factors that can influence a nurse’s 
comfort level in discussing end-of-life care with a patient. In order to increase nurses’ comfort 
with this, these factors all need to be addressed in nursing school and in the workplace. New 
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nurses should be able to get the experience they need in order to grow their skills set in end-of-
life care, and all nurses should be able to freely express their grief and related emotions with end-
of-life care, as well as have grief support ready when they need assistance in coping. 
Knowledge-based training should also be regularly given to all nurses on how to care for a 
patient at the end of their life, so nurses have a knowledge base to draw from. Family and patient 
barriers should be addressed in training as well, and the nurse’s role in each type of barrier or 
ethical dilemma should be outlined so the nurse knows how to navigate these situations. 
Communication skills should be a part of training, as nurses need to know what to say to patients 
and how to say it in end-of-life conversations, and personal attitudes towards death for individual 
nurses should be explored as well, since this can have an impact on the care they give. In order to 
better prepare nurses for end-of-life care, and to increase their comfort levels with dying patients, 
all of these factors should be considered and appropriately addressed. 
 
Personal Journey 
How I Felt About End-of-Life Conversations at the Beginning of the Project 
 I have experienced a few deaths in my family that have made an impact on my life. 
Through these, I have had conversations about the end of a loved one’s life with my parents, 
during which I felt very upset at the loss. I have not, however, participated in or seen an end-of-
life conversation in the hospital by a nurse. If I were to have an end-of-life conversation today in 
the role of the nurse, I would feel uncomfortable since I have never actually seen one. I would 
probably not know exactly what to say, but I think I would still be able to talk about it without 
avoiding the topic. I would be nervous, though, that I would say the wrong thing and make 
someone even more upset since that is a normal emotional reaction to bad news. I want to 
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eventually be comfortable in talking to patients about their deaths, but I think I will need some 
practice and guidance before I can feel fully comfortable in that important role. 
Final Reflection 
 Through this project, I have completed my aims of increasing my knowledge of end-of-
life decisions through literature review, practicing end-of-life conversations through role plays, 
looking at factors affecting nurses’ comfort with end-of-life conversations through literature 
review, and increasing my own comfort level with end-of-life conversations through reflection. I 
learned about advance directives and decisions for end-of-life care, how to talk to patients about 
their care, and what factors affect the comfort nurses have with these conversations. I also used 
this knowledge and implemented it into the role plays to get experience with these conversations. 
During the first half of the role plays, I did not have adequate knowledge or experience, and I did 
not feel comfortable. I did not know what to say a lot of the time, and I did not have information 
or resources to give. 
 After increasing my knowledge with the first literature review and completing the 
ELNEC modules, I felt much more confident during the second half of the role plays. I had a 
better idea of what I should say, and I had a lot of informational knowledge to give. There were 
still some questions I did not have an answer to, but I would be able to look up those more 
specific questions and give resources in the clinical setting. I will also get more experience in the 
future with implementing those skills, so I will become more comfortable with end-of-life 
conversations the more I practice them. 
 I took two surveys before and after the project, and I did have an overall increase in 
comfort. I definitely became more comfortable with taking care of dying patients, as well as in 
the death of others in general. I even increased my comfort levels with my own death and in my 
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own dying, which I did not expect since I did not directly reflect on my personal attitudes about 
death.  
 In relating my own experience with the second literature review on comfort levels with 
end-of-life conversations, I did notice some of those factors affecting my own comfort levels. 
For example, I did notice my comfort increasing with each role play, meaning more experience 
and exposure assisted in increasing my comfort level. I also saw knowledge as a very influential 
factor in my comfort level because I felt much more comfortable once I increased my knowledge 
on advance directives and the literature behind end-of-life decisions, as well as with the ELNEC 
modules. Once I had more information and knew more about the questions I was being asked 
during the role plays, I was more comfortable than before. I also noticed my communication 
skills improving since I knew more on what I needed to say, which also gave me a confidence 
boost, leading to higher comfort levels. As for coping with grief and emotions during end-of-life 
care, that did not affect my comfort levels with the role plays since they were not real, but I did 
experience some grief with the pediatric death I experienced during clinical. I did not get to have 
a conversation with the family, however, so I am not sure if it would have affected my comfort 
level or not. Older, experienced nurses still can sometimes struggle with grief, though, so I will 
keep that in mind in my practice. With patient/family barriers, I was uncomfortable during the 
last role play of the first semester when the mother was angry and did not believe me at first. I 
did not know how to respond, which made me feel even more uncomfortable than I did at the 
beginning of the role play, so this factor did affect my comfort level during that situation. Lastly, 
I think my attitude towards death may have affected my comfort level as well. The surveys I took 
showed that my comfort with my own death increased as well as my comfort with taking care of 
dying patients, so those two may have been affected by each other. 
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 Overall, I learned a lot about end-of-life care, which was one of the goals of this project. I 
also feel more competent and comfortable in taking the role as a nurse caring for patients at the 
end of their lives. I will take the knowledge and experiences from this project into practice with 
me, as I am sure they will assist me in giving the best quality care for my patients. I am now 
more aware of the needs and the decisions patients have at this time, as well as what the family 
goes through and needs. I also have a better idea of what my role in end-of-life care is as the 
nurse and what I can do to best help my patients. I know more about what I need to say and what 
I should address in end-of-life conversations, as well as the factors that may affect my comfort 
levels in speaking with each patient and family. I am equipped to participate in my patients’ end-
of-life care in practice, and I will become more comfortable and competent through the 
experiences I will attain in the future. 
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 Appendix A: Pre & Post-Tests 
 
Pre-test                                   The Revised Collett-Lester Scale  
How disturbed or made anxious are you by the following aspects of death and dying? Read each item and 
answer it quickly.  Don’t spend too much time thinking about your response. We want your first 
impression of how you think right now.  Circle the number that best represents your feeling.   
Your Own Death Very Somewhat Not 
1. The total isolation of death  5 4 3 2 1 
2. The shortness of life 5 4 3 2 1 
3. Missing out on so much after you die 5 4 3 2 1 
4. Dying young 5 4 3 2 1 
5. How it will feel to be dead 5 4 3 2 1 
6. Never thinking or experiencing anything again 5 4 3 2 1 
7. The possibility of pain and punishment during life-after-death 5 4 3 2 1 
8. The disintegration of your body after you die  5 4 3 2 1 
 
Your Own Dying  Very Somewhat Not 
1. The physical degeneration involved in a slow death 5 4 3 2 1 
2. The pain involved in dying  5 4 3 2 1 
3. The intellectual denegation of old age 5 4 3 2 1 
4. That your abilities will be limited as you lay dying 5 4 3 2 1 
5. The uncertainty as to how bravely you will face the process of 
dying 
5 4 3 2 1 
6. Your lack of control over the process of dying 5 4 3 2 1 
7. The possibility of dying in a hospital away from friends and 
family 
5 4 3 2 1 
8. The grief of others as you lay dying  5 4 3 2 1 
 
The Death of Others  
 
Very 
 
Somewhat 
 
Not 
1. The loss of someone close to you 5 4 3 2 1 
2. Having to see their dead body 5 4 3 2 1 
3. Never being able to communicate with them again 5 4 3 2 1 
4. Regret over not being nicer to them when they were alive 5 4 3 2 1 
5. Growing old alone without them 5 4 3 2 1 
6. Feeling guilty that you are relieved that they are dead 5 4 3 2 1 
7. Feeling lonely without them 5 4 3 2 1 
8. Envious that they are dead  5 4 3 2 1 
 
The Dying of Others  
 
Very 
 
Somewhat 
 
Not 
1. Having to be with someone who is dying 5 4 3 2 1 
2. Having them want to talk about death with you 5 4 3 2 1 
3. Watching them suffer from pain 5 4 3 2 1 
4. Having to be the one to tell them that they are dying 5 4 3 2 1 
5. Seeing the physical degeneration of their body 5 4 3 2 1 
6. Not knowing what to do about your grief at losing them when 
you are with them 
5 4 3 2 1 
7. Watching the deterioration of their mental abilities 5 4 3 2 1 
8. Being reminded that you are going to go through the 
experience also one day  
5 4 3 2 1 
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Pretest Adapted Thanatophobia Scale 
 
 
 
 
 
 
  
 1 
Strongly 
Disagree 
2 3 4 5 6 7 
Strongly 
Agree 
1. Dying patients make me 
feel uneasy 
                 5   
2.  I feel pretty helpless 
about caring for 
terminally ill patients. 
               4    
3.  It is frustrating to have 
to continue talking 
with relatives of 
patients who are not 
going to get well. 
      2            
4.  Managing dying 
patients traumatizes 
me. 
      2      
5. It would make me 
uncomfortable if a 
dying patient wanted 
to say goodbye to me. 
         1              
6. I don’t look forward to 
being the nurse of a 
dying patient. 
                2      
7. When patients begin to 
discuss death, I feel 
uncomfortable. 
               4    
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Post-test  
The Revised Collett-Lester Scale  
How disturbed or made anxious are you by the following aspects of death and dying? Read each 
item and answer it quickly.  Don’t spend too much time thinking about your response. We want 
your first impression of how you think right now.  Circle the number that best represents your 
feeling.   
Your Own Death Very Somewhat Not 
1. The total isolation of death  5 4 3 2 1 
2. The shortness of life 5 4 3 2 1 
3. Missing out on so much after you die 5 4 3 2 1 
4.Dying young 5 4 3 2 1 
5. How it will feel to be dead 5 4 3 2 1 
6. Never thinking or experiencing anything again 5 4 3 2 1 
7. The possibility of pain and punishment during life-after-death 5 4 3 2 1 
8.The disintegration of your body after you die  5 4 3 2 1 
 
Your Own Dying  Very Somewhat Not 
1. The physical degeneration involved in a slow death 5 4 3 2 1 
2. The pain involved in dying  5 4 3 2 1 
3. The intellectual denegation of old age 5 4 3 2 1 
4. That your abilities will be limited as you lay dying 5 4 3 2 1 
5. The uncertainty as to how bravely you will face the process of 
dying 
5 4 3 2 1 
6. Your lack of control over the process of dying 5 4 3 2 1 
7. The possibility of dying in a hospital away from friends and 
family 
5 4 3 2 1 
8.The grief of others as you lay dying  5 4 3 2 1 
 
The Death of Others  
 
Very 
 
Somewhat 
 
Not 
1. The loss of someone close to you 5 4 3 2 1 
2. Having to see their dead body 5 4 3 2 1 
3. Never being able to communicate with them again 5 4 3 2 1 
4. Regret over not being nicer to them when they were alive 5 4 3 2 1 
5. Growing old alone without them 5 4 3 2 1 
6. Feeling guilty that you are relieved that they are dead 5 4 3 2 1 
7. Feeling lonely without them 5 4 3 2 1 
8. Envious that they are dead  5 4 3 2 1 
 
The Dying of Others  
 
Very 
 
Somewhat 
 
Not 
1. Having to be with someone who is dying 5 4 3 2 1 
2. Having them want to talk about death with you 5 4 3 2 1 
3. Watching them suffer from pain 5 4 3 2 1 
4. Having to be the one to tell them that they are dying 5 4 3 2 1 
5. Seeing the physical degeneration of their body 5 4 3 2 1 
6. Not knowing what to do about your grief at losing them when 
you are with them 
5 4 3 2 1 
7. Watching the deterioration of their mental abilities 5 4 3 2 1 
8. Being reminded that you are going to go through the experience 
also one day  
5 4 3 2 1 
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Post-test   Adapted Thanatophobia Scale 
 
 
 
 
 
 
 
 
 
 
 
 
  
 1 
Strongly 
Disagree 
2 3 4 5 6 7 
Strongly 
Agree 
1. Dying patients make 
me feel uneasy 
       2      
2.  I feel pretty helpless 
about caring for 
terminally ill patients. 
       2      
3.  It is frustrating to 
have to continue 
talking with relatives 
of patients who are 
not going to get well. 
         3     
4.  Managing dying 
patients traumatizes 
me. 
      2      
5. It would make me 
uncomfortable if a 
dying patient wanted 
to say goodbye to me. 
          1            
6. I don’t look forward to 
being the nurse of a 
dying patient. 
         1       
7. When patients begin 
to discuss death, I feel 
uncomfortable. 
      2      
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Appendix B: Role Play Reflections 
 
End-of-Life Role Plays, Round One 
First Reflection, on an Adult End-of-Life Conversation: 
The situation for the end of life conversation was a woman who wanted to know what to 
do when her aunt had a massive stroke and was unresponsive. She wanted to talk about her 
feelings on the situation and had questions about what she should do as her aunt’s power of 
attorney. She also wanted to know about feeding tubes, EEGs, and the possibility of letting her 
die at home, which I said she could do but did not know how that actually happens. 
During the conversation, I was comfortable with getting her to talk about what she was 
feeling and what she wanted, but I was slightly uncomfortable a few times when I was unsure of 
what to say. I think I did well at getting her to talk about what her aunt would have wanted and 
about how to let her aunt die since she said her aunt did not want any heroic measures. I think I 
could have improved, though, in my reassurances that she was being taken care of. I could have 
also added more information of what she could do, but I was unsure of how to talk about it. I did 
not know what to say when asked how long she would live, but I should have mentioned that 
hospice resources can be used six months before expected death. I should have also discussed 
how hospice resources can be used at home. 
I was asked about feeding tubes and whether they prolong life as well, which I did not 
know enough about to discuss with her. Because of this knowledge deficit, I will research this 
topic in my review of literature. I felt uncomfortable during this conversation overall because I 
did not feel I had adequate knowledge on EOL specific decisions and on the resources that are 
available in a hospital setting and at home for a dying patient and the family. I will research these 
in my literature review to become more confident in talking about the choices these patients and 
family members have at the end of life. 
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Second Reflection, on Pediatric Death: 
I experienced my first patient death during my pediatric clinical, so I decided to reflect on 
this experience instead of on a role play. The death of the baby was very sudden, as he was 
supposed to go home with his mother later that week since he had been improving. It was very 
sad for everyone, as many of my peers had him as a patient as well. After his death, the nurses 
were supportive of each other, and they let the nurse of the patient go home and found someone 
to cover for her. Our clinical instructor allowed us to go home early as well, since we needed 
some time to recover. 
 I was not there during his actual death, but I am reflecting on what I would have done if I 
had been. If I had, I would have stayed with the mother the whole time since she was alone. I 
would have offered a hug or a hand for support, as well as used silence so she could think about 
her feelings and then talk about them if she wanted to. I would also have asked if she had 
questions for me, and I would answer them as well as I possibly could. I would have done my 
best to show that I was listening to her, and I would have tried to provide support as much as I 
could. I probably would have felt slightly uncomfortable at that point, but I would have been 
mostly concerned about how she was doing and what I could do to help during this difficult time 
for her. I could also offer her helpful resources, such as a chaplain who would listen and help her 
work through what happened. 
Third Reflection, on Pediatric End-of-Life Conversation: 
 For my second role play, a four-year-old with leukemia was going to die in the next 
week, and I was speaking with the mother. When I told her that her child was going to die, the 
mother first said she did not believe me. I explained what was happening to her child in more 
detail, and the mother wanted to see the doctor, so I told her that I would get the doctor to come 
talk to her as soon as he could. The mother then revealed more about herself by saying that she 
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had a female partner, had no other family around, and that she went to church but her prayers for 
her child were not working. From this, I could tell she was isolated and in a marginalized 
relationship, so she was in need of extra support. I could also tell she was religious but was 
having doubts. In response to these, I mentioned that the chaplain could come talk to her, to 
which she responded that she did not want the chaplain since he might judge her. Instead, I told 
her the oncology social worker could come talk to her. She also said she wanted her child to die 
at home, to which I said that we will make that happen and that the social worker could set that 
up for her with hospice services. At the end, I told her I would contact the doctor and the social 
worker to come speak with her and then asked if it was okay for me to leave them room since she 
was so upset, and she said that was okay. 
 I learned a lot from this role play, as it was very relevant. During the beginning of the 
role play, I did not know what to say. At first, I knew she needed support, but I was not sure 
exactly how to lead the conversation other than to let her know that I was there for support and 
would listen. Eventually I realized that I needed to talk to her about resources, which were 
important for her at that point. I also learned that I need to recognize when parents or family 
members specifically need more support, like this socially isolated mother, as well as have the 
support resources ready at all times. I also need to ensure that I show no judgment at all since 
this mother probably feels judged very often. I need to let the family know exactly what I will 
make happen when I leave, as well as let them give me permission to leave since they may need 
my continued presence for support until the chaplain or social worker can be there. 
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End-of-Life Role Plays, Round Two 
First Reflection, on an Adult End-of-Life Conversation: 
 The first role play was a conversation with the daughter of a patient who had a stroke and 
is going to die soon. I was the nurse trying to help the daughter work through the end-of-life care 
decisions. She first decided on a DNR order, which I could have told her was a great first step. 
She then began asking about taking out the IV and stopping fluids, to which I answered all of her 
questions and told her it was her choice. She then asked about the foley catheter, antibiotic use, 
and frequent urination with IV fluids. I listened closely and then answered all of those questions 
as well, speaking on what I learned through the first literature review about those decisions. 
After I gave her more information, I listened as she processed her options. She then said she was 
going to talk to her sister about the IV decision. In retrospect, I could have emphasized that she 
did not have to make the decision right away, as she had some time. I could have also asked her 
about how she normally makes difficult decisions to see if that helps, such as talking to a friend 
or a minister, or I could have asked what she thought her mom would have wanted. 
Overall, I felt much more comfortable this time than last semester since I had a lot more 
information from my literature review and from the ELNEC modules. Both of these resources 
helped a lot because last time I did not know what to say, but this time I did not find myself at a 
loss for words. I felt more confident and like I was actually able to help her, unlike last time 
when I did not feel that way. 
Second Reflection, on an Adult End-of-Life Conversation: 
In this situation, I was a nurse who went to church with another nurse who was asking for 
advice on how to approach her parents about advance directives. Her parents knew nothing about 
power of attorney or living wills and did not want them. Her mom even said it is giving your will 
to the government, but I told her to explain to her that that is not the case. I also told her to 
END-OF-LIFE DECISIONS AND CONVERSATIONS 
 
26 
approach her parents first asking what they would want in these situations before bringing in the 
legal terminology. After discussing what they would want, I said to then bring up advance 
directives and have resources ready to give to them so they have an accurate idea of what 
advance directives actually are. She then asked about her siblings, and I said every family is 
different. She said her siblings do not like her and would not want her parents to listen, so I said 
in that case she should talk to her parents on her own. She asked what else she should do, and she 
had mentioned her dad may be getting Alzheimer’s, so I told her to discuss what her dad would 
want for his care. I told her that sooner is always better than later, which she understood. She 
then asked if community centers would have resources, but I did not know if they did or not, to 
which I told her I would find out. 
In comparing this to last semester, I knew a lot more and was able to give her important 
information. I also felt more confident about what to say because I knew more, even though I did 
not know about community centers. This was also different from others, though, in that it was 
about planning in advance and giving advice, as opposed to decisions and listening, which 
requires a different skill set and different knowledge. I was able to provide the needed 
information and advice, though, so I feel better about talking to others about advance planning 
now, since before I had no experience. 
Third Reflection, on a Pediatric End-of-Life Conversation: 
This conversation was with a grandmother to an 8-month old baby with gastroschisis. She 
was worried about the baby dying or having other complications during surgery, as well as that 
her daughter was just going along with what her son-in-law wanted. He wanted to do all the 
surgeries in order to do as much as he could to help the baby, but he was not considering the 
risks. I told the grandmother she should talk to her daughter about her concerns while her son-in-
law was gone, which she said she could do. She also mentioned she did not know the risks versus 
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benefits of the surgery, and I said she could be there while the doctor was doing rounds so she 
could ask all of her questions. She then said she would write the questions down beforehand and 
ask the doctor later. She also said going to the hospital so much was hard, and I told her I would 
be there and that the chaplain and social work could help if she needed it. 
In reflection, what I did really well during this scenario was using silence to help the 
grandmother think through what she wanted to do and say. Something I could have done better, 
though, was said I would go find out more about the surgeries and get her resources. I still felt 
more comfortable than last semester, but not as knowledgeable since I did not know much about 
gastroschisis other than what it was and that it involved a lot of surgeries. 
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Appendix C: End-of-Life Decisions Literature Review 
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End-of-Life Decisions: An Explanation and Review of the Literature 
Introduction 
 There are many difficult decisions that patients must make during their lives, and end-of-
life decisions are important to care. Without them, family members may not know what their 
loved ones would have wanted if they had been able to make the decision themselves. In order 
for health care professionals to know exactly what to do, people can write advance directives to 
be specific about what they want. 
Definitions and Information on Advance Directives 
Advance directives are where patients can indicate both who they want as their durable 
power of attorney and what they want done to keep them alive or to save them in their living will 
(Kastenbaum, 2012). Durable power of attorney is the person designated to make decisions for 
the person writing the advance directive when they are unable to communicate their own wishes. 
It can be either a power of attorney for health care, for health care decisions only, or a power of 
attorney for finances, for legal and financial decisions (Sollitto, 2017). The living will details 
exactly what the person wants to have done in the event of a medical emergency when they are 
unable to make decisions (Kastenbaum, 2012). They can specify whether they want life-
prolonging treatments such as cardiopulmonary resuscitation (CPR), tube feedings, surgery, 
antibiotics, dialysis, or mechanical ventilation. They can specify which of these they specifically 
want and do not want in certain situations, such as if the person is in a coma, has permanent 
brain damage, is close to death, or has a terminal illness (Kastenbaum, 2012). They can also 
decide if they want to have a Do Not Resuscitate (DNR) order so they will not be resuscitated in 
the event of their heart stopping. In health care facilities though, a physician has to write an order 
for a DNR, so the patient needs to discuss their decision with the physician before the DNR can 
be implemented. After the advance directive is filled out, the person can get two witnesses and a 
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notary public to sign the document for it to become a legal document that medical professionals 
are legally obligated to follow (Kastenbaum, 2012). 
The Patient Self-Determination Act required health care institutions such as hospitals, 
nursing homes, home health agencies, and hospice providers to provide information about 
advance directives to patients on admission. It is also required that patients be asked if they have 
an advance directive already, and that they not be judged if they have one or not; therefore, it 
cannot be required to have or to not have an advance directive (American Bar Association, 
2017). For patients, writing an advance directive in the hospital is the worst time, though, since 
they are not feeling well and are focused on everything else. It is better for patients and families 
to fill them out before admission if possible so it does not have to be done at the last minute or 
never completed (American Cancer Society, 2017). 
DNR Status at the End of Life 
 DNR status is when a person has a medical order not to be resuscitated when their heart 
stops. According to a study in 2015, patients who did not want to be resuscitated and had a DNR 
order had a better quality of life in the week before death than those who did not (Garrido, 
Balboni, Maciejewski, Bao, & Prigerson, 2015). The study also found a trend that younger 
patients tended to request more heroic measures to prolong life than did older patients overall 
(Garrido et al., 2015). Based on these results, it is important to ask all patients about their desired 
code status as soon as possible during their stay in the hospital so the doctor can write the 
medical order. MOST (Medical Orders for Scope of Treatment) and POST (Physician Orders for 
Scope of Treatment) are also a possibility because they provide health care treatment instructions 
for when a patient is nearing death, and they move with the patient to different facilities (Rocket 
Lawyer Incorporated, 2017). 
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Withdrawal of Mechanical Ventilation at the End of Life 
 The decision on whether to continue or to withdraw mechanical ventilation can be very 
difficult. It is, however, within the patient’s full rights to refuse to continue a treatment that has 
already started (Abraham, 2017). For example, a man with quadriplegia in a case study decided 
to have mechanical ventilation withdrawn on himself. He was unable to live a life without a 
ventilator, so he died after the treatment was withdrawn, which he knew would happen 
(Comadira, Hervey, Winearls, Young-Jamieson, & Marshall, 2015). 
In a survey in Korea, China, and Japan, most participants agreed that withdrawing 
ventilation when patients have irreversible conditions is ethical because it is unnecessary to 
artificially prolong life. They also answered that they saw themselves as the main decision-maker 
for end-of-life care, but that they would want input from family (Ivo et al., 2012). According to a 
prospective observational study, however, a lot of the time it is a family member making 
decisions about life-sustaining treatments such as ventilators since many patients do not have 
advance directives (Torke et al., 2014). This can make the decision more difficult for the family 
when they do not know what the patient would have wanted. Based on these sources, it is 
important to bring up the topic of withdrawing life-sustaining treatments to all patients and for 
them to thoughtfully write an advance directive and communicate it to the family. This also 
saves the family members from having to make decisions they are not prepared to make. 
Artificial Hydration and Nutrition at the End of Life 
 Another significant decision that needs to be made for end-of-life care is hydration and 
nutrition. Feeding tubes may not actually prolong life, but make life more painful. Dying patients 
with a terminal illness do not process nutrition in the same way a healthy person does, so they 
may feel bloated and nauseous after artificial nutrition (American Hospice Foundation 2017). In 
contrast, dehydration and lack of food can actually lead to a more comfortable and less painful 
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death since people close to death do not feel hunger or thirst like they used to. Dehydration can 
also help prevent congestion and coughing since the person’s body creates less secretions, and it 
can also decrease urine output, which in turn prevents as much skin irritation (American Hospice 
Foundation, 2017). It can be hard for families to deny “food” for their dying family member, so 
it is important to educate them that it is medical and different from an actual meal a patient 
would eat. Families may feel like they are causing grief for their loved one, when in fact, that is 
not the case (American Hospice Foundation 2017). 
 In a systematic review, it was found that misperceptions on artificial nutrition and 
hydration played a huge role in deciding whether or not to discontinue support (Del Río et al., 
2012). The patients and families were worried about prolonging life or suffering, and some 
families felt their loved ones were not receiving adequate care when health care professionals did 
not discuss hunger and thirst (Del Río et al., 2012). In a cross-sectional study on decision-making 
at the end of life, it was discovered that loved ones have a more difficult time with making a 
decision about artificial nutrition or hydration than patients do (Bükki, Unterpaul, Nübling, Jox, 
& Lorenzl, 2014). The general population sees artificial nutrition and hydration as a positive 
intervention overall, affecting the way that patients, as well as family members, make decisions 
about what they want at the end of life (Bükki et al., 2014). Based on these findings, it is 
important for health care professionals to educate families about exactly what artificial nutrition 
and hydration are and what they do, as well as the benefits and risks for using or discontinuing 
them so the most well-informed decision can be made. 
Antibiotic Use at the End of Life 
 The use of antibiotics at the end of life is another difficult decision for families, 
especially in cases of patients with dementia. According to a study from 2015, antibiotics can 
reduce uncomfortable symptoms, especially related to pneumonia, and can therefore be 
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beneficial in certain situations; however, in places such as Italy where providers prefer not to 
prescribe opioids as often, medications such as antibiotics were provided to alleviate infection 
symptoms when opioids would be more effective (Toscani et al., 2015). In an integrative review 
on decisions for older adults with advanced dementia, the argument was that antibiotics should 
only be given for symptom management, not only in the event of an infection (Nordennen, 
Lavrijsen, Vissers, & Koopmans, 2014). For example, in patients with urinary tract infections, 
antibiotics relieved symptoms such as polyuria and burning sensations; however, this review 
made the argument that respiratory infections such as pneumonia would be better treated with 
opioids than antibiotics since opioids provide quicker relief (Nordennen et al., 2014). Another 
issue with medications during this time, though, is adverse side effects that can be worse than the 
original infection itself (Nordennen et al., 2014). For antibiotics specifically, the side effect of 
diarrhea can be worse for the patient than the discomfort of an infection. Antibiotics at the end of 
life for patients with dementia is complicated and is different for every situation, as comfort and 
symptom relief should be the most important considerations. 
Dialysis Decisions at the End of Life 
 For patients with end-stage renal disease, dialysis can prolong life. According to a study 
from 2015, many elderly patients with other comorbid conditions decide not to undergo dialysis 
because of the negative physical effects on the body, the financial cost it has, and the cost of 
feeling like a burden to one’s family (Seah, Tan, Srinivas, Wu, & Griva, 2015). Elderly patients 
are also much more likely to decline dialysis as well since they are more likely to feel like they 
have completed their journey through life and are more prepared for death overall (Seah et al., 
2015). When patients make decisions about dialysis for end-stage renal disease, there are many 
other factors involved than just about prolonging life, and all of them need to be considered. 
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Chemotherapy Decisions at the End of Life 
In patients with cancer facing possible death, the decision of when to decline 
chemotherapy is a difficult one. The decision begins with knowing the treatment options and the 
risks and benefits of both, which many times is not explained to them well enough (Brom et al., 
2017). Often physicians do not present declining chemotherapy as a treatment option, even when 
it is, so it is important for the preferences of patients to be put into consideration when discussing 
treatment. Most of the patients in the study decided to undergo more chemotherapy treatment 
since that was the decision most supported by those around them (Brom et al., 2017). Based on 
this finding, it is imperative that benefits and risks of each different treatment option be 
thoroughly detailed for patients when making their treatment decisions. 
Special Challenges with Pediatric Deaths 
Death in children is a little different than death in adults because it is usually the parents 
who make the decisions for the child, and the child is rarely involved unless he or she is older. In 
one study that looked at end-of-life decisions in pediatric cancer patients, two-thirds of the 
children in the study had end-of-life decisions made for them preceding their deaths (van 
Loenhout et al, 2015). End-of-life decisions for pediatric oncology patients in the study typically 
include giving medication for pain and other symptoms, as well as ending life-prolonging 
treatments. The majority of the children in this study who died also died at home (van Loenhout 
et al, 2015). 
A second study on children dying from cancer also found that most of these children die 
at home. It also found that almost all of them were treated for pain; however, the common 
symptom of fatigue was not addressed as often (von Lutzau et al., 2012). When parents make 
decisions about end-of-life care, it is usually after curative care is unsuccessful, so palliative care 
is then needed. Half of all parents in the study with children who died of cancer said they had not 
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thought about death or end-of-life decisions until a health care professional discussed the options 
with them (von Lutzau et al., 2012). Not all of the parents initiated a DNR, but most of the them 
said they would not have wanted resuscitation when looking back, and most parents said they 
perceived their children as seeming happy and peaceful when near death (von Lutzau et al., 
2012).  
In a retrospective analysis discussing children with life-limiting conditions on home 
mechanical ventilators, it was also found that parents usually do not begin advance care planning 
until the illness becomes much worse (Edward, Kun, Graham, Keens, & Edwards, 2012). Based 
on these findings, it is important that palliative care be discussed sooner and in more detail so 
parents can know what to expect in the future before being told that their child may die soon. 
They also need to know about what resuscitation entails and about how side effects such as pain 
and fatigue can be treated in palliative care. 
Conclusion 
 The decisions that need to be made during end-of-life care can be both difficult and 
complicated. Because of this, it is imperative that patients be informed on their options and the 
risks and benefits of each one. They can fill out an advance directive to specify their power of 
attorney and their living will, and there they can be specific about exactly what life-saving or 
life-prolonging interventions they would want or not want. With DNR orders, it can actually 
improve quality of life in the last week before death if the patient has an order for a DNR. In 
decisions for mechanical ventilation withdrawal, patients usually want to make their own 
decision, but since many do not have advance directives, it ends up being family members who 
actually decide. Decisions on artificial nutrition and hydration can depend on the perceptions of 
the patient and family, whether negative or positive, as to whether it is beneficial to use these to 
attempt to prolong life or not. Decisions on antibiotic administration can depend on goals of 
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symptom management, decisions on dialysis can depend on the physical and financial state of 
the patient, and decisions on chemotherapy can depend on the information and options presented 
to the patient. These significant decisions can all greatly depend on the individual situation. In 
pediatric end-of-life care, however, communication is different because it is ultimately the 
parent’s or legal guardian’s decision, not the patient’s. These end-of-life care decisions for 
children are also usually not made until illness has significantly progressed. 
In order to keep patients and their family members informed, it is of the utmost 
importance for health care professionals to keep themselves informed and to know the resources. 
It is ultimately the patient’s decision, but it is still the health care professional’s job to keep the 
patient well-informed on all aspects of their care and to not judge them, no matter the decision 
they make. When patients and their family members are informed and fully know and understand 
their decisions, then end-of-life care can become easier and more satisfying as the patient 
ultimately makes his or her own choice. 
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Appendix D: ELNEC Reflection and Certificate 
Reflection on ELNEC Modules 
 The ELNEC modules (End-of-Life Nursing Education Consortium, 2018) were a great 
review on end-of-life and palliative care. There was not much on advance directives and EOL 
decisions, but there was a lot of information on communication. They discussed both how to talk 
to the patients and families, as well as how to talk to the healthcare team members you are 
working with. The modules were the most helpful on what to say in certain situations and what 
to focus on for each part of palliative care, such as pain and symptom management. It also 
covered care in the final hours of life, as well as grief support for the families after the patient 
death. The modules did not cover everything I was interested in since they focused on palliative 
care more than EOL care specifically, but they gave me a lot of necessary information and 
increased my confidence in using those tools and skills for my patients and their families. 
 After completing those modules between semesters, I felt more comfortable and able to 
talk to my patients about end-of-life care. I noticed during my role plays this semester that I felt 
much more confident than I did during the first semester role plays. I feel like I would be able to 
have those conversations now, whereas I was not sure of what to say before. The first part of the 
literature review taught me about advance directives and decision-making near the end of life, 
and the modules gave me tips on communication and priorities. With the two together, I am both 
informed on the topic as well as comfortable with discussing the topic. I still have more skills to 
develop that will come with experience, but I have a good knowledge base and a good idea of 
how to communicate with patients and families during end-of-life care. I will use these skills 
during my everyday practice, which will benefit greatly from everything I am learning during 
this project. 
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Appendix E: Studies Reviewed 
Author Year Purpose/Methods Findings Factor Affecting 
Comfort 
Banerjee, S. C., 
Manna, R., Coyle, 
N., Johnson Shen, 
M., Pehrson, C., 
Zaider, T., & ... 
Bylund, C. L. 
2016 A qualitative 
study asking 
nurses to describe 
barriers in 
communicating 
with patients on 
end-of-life care 
Nurses need to 
have more 
communication 
training in how to 
have these 
conversations 
with patients 
Communication 
Barrere, C., & 
Durkin, A. 
2014 A 
phenomenological 
study interviewed 
12 new graduate 
nurses on 
integrating end-
of-life care 
concepts into 
practice 
Content was 
covered 
beforehand, but 
the real learning 
took place in 
applying those 
concepts in 
clinical practice, 
with the first 
experience being 
the most 
memorable; the 
most difficult part 
for new graduate 
nurses was 
knowing what to 
say 
Knowledge and 
experience 
Braganza, V. 2014 A literature 
review was 
conducted on 
speaking about 
death and dying 
for pediatric 
nurses 
Barriers the article 
discussed were 
attitudes about 
death through past 
experiences, 
family 
communication, 
and lack of coping 
strategies with 
grief 
Knowledge, 
communication, 
attitude towards 
death, family 
barriers, and 
coping 
Crowe, S. 2017 A review of 
literature was 
completed to look 
at the challenges, 
barriers, support 
given, and 
guidelines on end-
of-life decisions in 
the ICU in order 
to create a 
checklist for ICU 
nurses 
One of the 
barriers addressed 
was a lack of 
education and 
training for nurses 
on giving 
palliative care, 
and this in turn 
lead to a lower 
comfort level with 
this as well 
Knowledge 
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Croxon, L., 
Deravin, L., & 
Anderson, J. 
2018 A qualitative 
study exploring 
the preparation for 
end-of-life issues 
for new graduates 
End-of-life 
education in the 
undergraduate 
curriculum is not 
enough for new 
graduate nurses to 
feel prepared, so 
having the 
conversation 
needs to be 
incorporated into 
the curriculum 
Knowledge 
Daw Hussin, E. 
O., Li Ping, W., 
Mei Chan, C., & 
Subramanian, P. 
2018 A study in 
Malaysia was 
conducted to look 
at nurses’ 
perceptions of 
barriers and 
facilitators in end-
of-life care 
Patient and 
family-related 
barriers had the 
highest mean 
score 
Patient/family 
barriers 
Gillett, K., 
O'Neill, B., & 
Bloomfield, J. G. 
2016 A qualitative 
study of focus 
groups with 
medical and 
nursing students 
looked at factors 
influencing end-
of-life 
communication  
Extrinsic barriers 
were that they do 
not get enough 
experience with 
end-of-life care, 
and intrinsic 
barriers these 
students 
experienced were 
“not knowing 
what to say, 
dealing with 
emotional 
responses, wasting 
patients' time, and 
concerns about 
their own ability 
to cope with 
distressing 
experiences” 
Experience, 
knowledge, and 
coping 
Hendricks-
Ferguson, V. L., 
Sawin, K. J., 
Montgomery, K., 
Dupree, C., 
Phillips-Salimi, C. 
R., Carr, B., & 
Haase, J. E. 
2015 A qualitative-
descriptive study 
that used focus 
groups for 14 
pediatric oncology 
nurses with less 
than one year of 
experience to 
discuss end-of-life 
communication 
The nurses 
described feeling 
like they still 
lacked adequate 
communication 
skills to initiate 
end-of-life 
conversations, and 
that they needed 
experienced 
Experience and 
communication 
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mentors to help 
them along 
Kruse, K. E., 
Batten, J., 
Constantine, M. 
L., Kache, S., & 
Magnus, D. 
2017 Study done in 
children’s hospital 
to look at code 
status knowledge 
and comfort 
among providers 
Not enough 
knowledge of 
code status 
options overall, 
nurses think 
families are not as 
receptive as 
physicians do, and 
physicians report 
higher comfort 
levels than nurses 
with having the 
conversation 
Family Barriers 
Liping, W. 2018 A study conducted 
in China on 
nurses’ attitudes 
towards death and 
caring for dying 
patients 
Nurses’ attitudes 
for these two 
factors were 
associated with 
each other, so 
personal attitudes 
towards death and 
religious/ cultural 
considerations 
need to be taken 
into account 
Attitude towards 
death 
McLennon, S. M., 
Uhrich, M., 
Lasiter, S., 
Chamness, A. R., 
& Helft, P. R 
2013 A content analysis 
of a U.S. mailed 
survey that 137 
oncology nurses 
completed on 
ethical dilemmas 
with advanced 
cancer patients 
Ethical dilemmas, 
such as truth-
telling (with nurse 
uncertainty, 
physician barriers, 
informed consent, 
and hope), 
conflicting 
obligations (with 
family, culture, 
and language), 
and futility (with 
quality of life) 
affected how 
nurses gave 
palliative care to 
their patients 
Ethical dilemmas 
Montgomery, K. 
E., Sawin, K. J., & 
Hendricks-
Ferguson, V. 
2017 A qualitative 
phenomenological 
study that 
gathered data 
from pediatric 
oncology nurses 
with more than 5 
years of 
experience 
These nurses had 
more experience 
in order to 
develop their 
knowledge and 
skill set in this 
area, although 
they still need 
assistance in 
Experience and 
coping 
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dealing with their 
own grief 
Powazki, R., 
Walsh, D., 
Cothren, B., 
Rybicki, L., 
Thomas, S., 
Morgan, G., & ... 
Shrotriya, S. 
2014 A cross-sectional, 
mixed methods 
study in an 
academic medical 
center that gave 
surveys on care of 
the dying to 
nurses 
Nurses with older 
age, more clinical 
experience, and 
more continuing 
education felt 
more comfortable, 
but many nurses 
felt uncomfortable 
with bioethics, 
communication, 
and grief 
Experience and 
coping 
Strang, S., Bergh, 
I., Ek, K., 
Hammarlund, K., 
Prahl, C., Westin, 
L., & ... Henoch, 
I. 
2014 A study looked at 
the emotions in 
end-of-life care 
for Swedish 
nursing students 
from three 
universities 
Some were 
comfortable and 
some were not, 
and the barriers 
mentioned were 
fear of death, not 
knowing what to 
say from 
inexperience, and 
being sad about 
the patient’s death 
Attitude towards 
death, experience, 
knowledge, and 
coping 
Strang, S., 
Henoch, I., 
Danielson, E., 
Browall, M., & 
Melin‐Johansson, 
C. 
2014 A study in 
Sweden divided 
nurses up into 
groups to talk 
about 
conversations 
with patients close 
to death 
Nurses said the 
conversations 
could be 
emotionally 
burdensome, and 
new nurses felt 
the most 
vulnerable 
Experience and 
coping 
 
 
